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Abstract 
A 25-year-old male presented with a complaint of acute 
visual loss in his right eye for two days. There was a history 
of visual loss in the left eye six months ago. 
Comprehensive eye examination showed evidence of 
posterior uveitis, and a placoid lesion on the right fundus. 
Further physical examination showed maculopapular 
rashes on the upper back which was highly suggestive of 
syphilis. Blood tests for venereal disease research 
laboratory (VDRL) test and fluorescent treponemal 
antibody absorption (FTA-ABS) test were ordered, which 
were both positive. Ocular syphilis should be suspected in 
all cases of uveitis. Early diagnosis and prompt treatment 
with appropriate antibiotics can prevent permanent 
visual loss. 
Keywords: Syphilis, chorioretinitis and uveitis. 
DOI: https://doi.org/10.5455/JPMA.35876 
Introduction 
Syphilis is a multi-systemic disease and is known as the 
"great imitator". Diagnosis of syphilis is challenging, 
particularly of ocular syphilis. There are no 
pathognomonic diagnostic signs of ocular syphilis. 
Syphilis can involve any part of the eye at any stage of the 
disease.1 Ocular syphilis commonly presents as uveitis or 
interstitial keratitis.2 Vision may be permanently affected 
if the diagnosis and prompt treatment is delayed.1,3 There 
is a recent increase in the number of syphilis cases 
reported worldwide.1,3 Between 1999 and 2004, a 15-fold 
rise in incidence of ocular syphilis has been reported in 
the United Kingdom.3 To the best of our knowledge, 
acute syphilitic placoid posterior chorioretinopathy has 
not been described previously in a Pakistani patient. Here, 
we report a case of acute syphilitic posterior placoid 
chorioretinopathy in a young Pakistani man. 
Case Presentation 
A 25 year-old-male, from outside Karachi, presented to 
us in April 2013 at Shahzad Eye Hospital, Karachi with 
acute loss of vision in the right eye for two days. There 
was a history of left eye vision loss six months ago. The 
patient was otherwise healthy. He was on no regular 
medications. He was unmarried, and denied any sexual 
contacts. On examination visual acuity was counting 
fingers in the right eye, and only perception of light in 
the left eye. Fundoscopic examination showed vitritis in 
both eyes, and a flat "placoid" lesion on the right 
posterior pole (Figure-1). The left eye showed burnt out 
severe uveitis with swollen disc and vascular sheathing. 
Furthermore, fundus fluorescein angiography (FFA) 
revealed extensive inflammation associated with signs 
of vasculitis and diffuse leakage of capillaries (Figure-
2A&B). Optical coherence tomography showed loss of 
ellipsoid zone (not shown). On general physical 
examination, there were maculopapular rashes on the 
upper back (Figure-1 insert) which raised the suspicion 
of syphilis. Tests for syphilis including VDRL and FTA-ABS 
were both positive. Human immuno deficiency virus 
(HIV) screening was recommended but the patient 
declined further testing. 
He received intravenous penicillin G and showed signs of 
improvement. Six week post treatment vision in the right 
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Figure-1: Fundus montage image of right eye showing the placoid lesion temporal to 
the macula. The skin rashes on the back are clearly visible in the insert.
eye improved to 6/18 and the left 
improved to 6/36 (Snellen visual 
acuity, where 6/6 is perfect vision). 
The Patient's consent was 
obtained before writing the 
manuscript. 
Discussion 
Syphilis is caused by a gram-
negative spirochete Treponema 
Pallidum. Syphilis is usually 
classified into four stages: primary, 
secondary, latent and tertiary.4 
Ocular complications typically 
develop in secondary or tertiary 
syphilis.2,5 Syphilis may involve 
one or both eyes; however, 
bilateral involvement is 
predominant. Syphilis usually 
affects people from age 28 to 57 
years,6 predominantly in men who 
have sex with men (MSM).5 It 
involves anterior and/or posterior 
segment or extra ocular nerves as 
well. It usually takes six weeks to 
invade the eye, following the 
systemic infection. In case of nerve 
invasion, the patient presents with 
extra-ocular muscle palsies, 
compromised visual acuity and 
loss of pupillary light reflex (Argyll 
Robertson pupil).2 The posterior 
segment is most commonly 
involved1 and the most common 
finding on posterior segment is 
uveitis chorioretinitis.2 Rarely, 
uveitis may present as acute 
syphilitic posterior placoid 
chorioretinopathy. This term was 
devised first time in 1990.7 In acute 
syphilitic posterior placoid 
chorioretinopathy, retinal 
pigment epithelium in the macula 
or peri-papillary region gets 
infected secondary to syphilis.7 In 
one published report, it was 
reported that auto-immunity plays 
a significant role in this form of 
syphilitic uveitis.8 
Diagnosis of syphilis mainly depends 
on serology and clinical 
manifestations. Initial screening is 
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Figure-2: A & B. various stages of FFA showing extensive inflammation in the eye with signs of vasculitis, and diffuse leakage 
from capillaries.
done by VDRL and rapid plasma regain (RPR) tests, which 
should further be confirmed by Treponemal tests (FTA, 
chemiluminescent micro-particle immunoassay (CMIA) and 
Treponema pallidum particle agglutination assay (TP-PA) if 
needed.4 Moreover, in case of neurosyphilis, VDRL and FTA 
tests can also be performed on cerebrospinal fluid, that are 
highly specific and sensitive respectively. Due to increase in 
number of co-infection of syphilis with HIV, it is suggested that 
screening of HIV should be considered in patients with 
syphilis.9,10 Also, HIV positive serology may result in false 
negative syphilis test. 
Fundus Fluorescein Angiography (FFA) is a particularly 
useful test in syphilitic uveitis. Findings in syphilis include 
retinal/capillary leakage, vascular staining, disc hyper 
fluorescence, and macular edema.  In a case report, it was 
suggested that the finding of Leopard spot on FFA as 
particularly significant for acute syphilitic posterior 
placoid chorioretinopathy.7 Similarly, the usefulness of 
spectral domain optical coherence tomography (OCT) has 
also been described for ocular syphilis. Likewise, one 
study reported the appearance of SD-OCT in three 
patients with acute syphilitic posterior placoid 
chorioretinopathy.11 Spectral domain-OCT images 
showed features which included thickening of the retinal 
pigment epithelium along with hyper-reflective 
nodularity, also a break in continuity in photoreceptor 
inner segment-outer segment junction. Hence, SD-OCT 
imaging can provide further insight in understanding the 
pathophysiology of acute syphilitic posterior placoid 
chorioretinopathy.11 
Ocular syphilis is usually treated as neurosyphilis. 
Standard treatment is intra-venous Benzyllpencilline 
administered continuously for 10-14 days at a dose of 18-
24 million units (MU) per day.2,3 Corticosteroid may also 
be given in order to prevent Jarisch-Herxheimer reaction, 
which could further complicate ocular syphilis.3 Similarly, 
another case report described the possible role of 
corticosteroids in slowing the progress of acute syphilitic 
posterior placoid chorioretinopathy; however, complete 
remission is not possible without antibiotic.8 Another 
treatment option is intramuscular injection of procaine 
penicillin G one per day along with four times oral 
probenecid 500 milligrams daily. This regime should 
continue for 10 to 14 days.2 Remission of six cases of 
syphilitic uveitis have also been reported at Manchester 
Uveitis Clinic post treatment with intramuscular procaine 
penicillin G and oral probenecid.3 With prompt antibiotic 
treatment, prognosis of ocular syphilis is good.2 
Conclusion 
Cases of syphilis are increasing worldwide approximately 
at a rate of 12 million every year. Syphilis can involve any 
structure of the eye. Ocular syphilis should be suspected 
in all cases of uveitis. Early diagnosis and prompt 
treatment with appropriate antibiotics can prevent 
permanent visual damage. 
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